Registration Form

Recovery Oriented Supervision Training

Service Area 1l

Wednesday & Thursday, October 12 & 13, 2011
MHALA Antelope Valley Services

Name of Applicant/training participant
Title (title of training participant)

Agency/Organization (the name of the large entity where the training participant works)
Program/Team (the name of the smaller program or team where training participant works)

Is your Agency/Organization a directly operated or contract provider of LACDMH?
[1 Directly Operated LACDMH Provider
[1 Contract Provider
[ 1 don't know

What service area do you work in? (mark more than one if you work in more than one service area)
1
12
13
14
15
16
7
18
L1 1 don't know
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Work (office) Phone (office/desk phone of training participant)

Work (Cell) Phone (cell phone of training participant)

Email Address (email address of training participant)

How many people do yOu su pervise? (how many people the training participant supervises)

Professional License Type (the discipline of training participant)
[J Social Worker
O MFT
[1 Psychologist
[J Nurse
1 None
1 Other:

Professional License Number (if applicable)
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What languages do you speak in addition to English?
(optional question requested by funding source)

[ Spanish

1 Mandarin

[J Cantonese

[J Other Chinese
[1 Korean

[1 Tagalog

[ Vietnamese

[ Russian

[J Cambodian

[1 Armenian

1 Arabic

[ Farsi

1 None (English only)
[ Decline to State
L1 Other:

What is your ethnic background?
(optional question requested by funding source)

1 African American

[J American Indian or Alaska Native
1 Asian/Pacific Islander

[] Hispanic/Latino

1 White

[1 Decline to State

[1 Other:
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Your Supervisor's Name (the first and last name of the training participant's supervisor)

Your Supervisor's Title (the title of the training participant's supervisor)

How many people does your supervisor supervise?

What is the main thing you hope to learn from this training?
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